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Introduction
The use of covered stents to arrest bleeding from
traumatised subclavian arteries has been documented.1
Percutaneous stent deployment in the treatment of
acute traumatic subclavian occlusion has not been
described. We present a case illustrating the value of
early endovascular repair in the management of an
ischaemic arm secondary to subclavian arterial trauma.
Case Report
A 20-year-old male was admitted with an acutely
ischaemic right arm, sustained following a road traffic
accident with a penetrating injury to his right supra-
clavicular fossa. He also had a fractured scapula and
clavicle on the right side, a suspected right-sided
brachial plexus injury and a head injury with Glasgow
Fig. 1. Selective right subclavian artery arteriogram showing oc-Coma Score of 11. The second, third and fourth ribs
clusion with distal recanalisation of the axillary artery.
on the right were fractured and there were bilateral
pneumothoraces.
On examination, he had an open wound, exposing made. A guide wire was then passed through the
occlusion without difficulty and an 8 mm×8 cm wall-a comminuted fracture of the right clavicle. He had a
cold pulseless right hand with no sensation or move- stent placed with immediate restoration of normal
flow and normal wrist pulses (Fig. 2). A venogramment. There was no acute bleeding from the wound.
It was considered that he had sustained a severe injury showed no subclavian vein injury. The patient under-
went emergency repair of his orthopaedic and brachialto the subclavian artery and probably also a major
brachial plexus injury, with the former taking priority plexus injury later the same day. His injuries included:
(1) rupture of the suprascapular nerve 4 cm along itsin treatment. After adequate resuscitation, a selective
right subclavian arteriogram was carried out via a course; (2) rupture of the middle trunk at the level of
the first rib; (3) rupture of the posterior division of theright femoral approach (Fig. 1). This showed an acute
6 cm long occlusion of the subclavian artery just distal lower trunk and multiple contusion sites. The lesions
were all grafted and at the end of the procedureto the origin of the costo-cervical trunk. The axillary
artery was filling via collaterals and was small and sensory evoked potentials were attained from the
upper, middle and lower trunks. At the last out-patientattenuated. A differential diagnosis of either tran-
section or occlusion secondary to an intimal tear was visit (8 months after the accident) the patient had good
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case because of the contaminated wound.3 The com-
plexity of this patient’s other injuries, particularly his
brachial plexus lesion, meant that he required urgent
treatment at another specialist centre. The aetiology
of the occlusion in this case was unclear – either
transection or an intimal flap with secondary throm-
bosis. Arteriography was unable to distinguish be-
tween the two of these. The passage of a guide wire
could have caused haemorrhage in the presence of a
transection and therefore, to overcome this potential
problem, a guiding catheter was employed with the
ability to place an occluding balloon just proximal to
the site of arterial injury.
To our knowledge, there has only been one similar
case reported and this required surgical access from the
ipsilateral brachial artery.4 Percutaneous recanalisation
can be done at the time of diagnostic arteriography
and is minimally invasive with an access site (common
femoral artery) remote from the injury. Balloon oc-
Fig. 2. Appearance after percutaneous placement of a self-expanding clusion could also be employed to control haem-wallstent.
orrhage and therefore make surgical intervention
easier.proximal arm function, good finger function and had
a flicker in the biceps muscle.
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